Introduction
Role modeling demonstrates not only how to deliver high-quality, patientcentered care but also how a practicing physician can stay current and deliver care across multiple settings. Twenty years ago, a survey of family medicine residency faculty found that over a third did not make house calls, nursing home visits, or provide pregnancy care. 7 The authors concluded that these physicians were "falling short in role modeling in areas we promote ourselves in as a specialty" and further questioned whether they could be legitimate role models in these areas of practice.
Faculty role modeling a full scope of practice could influence their residents to practice this wide range of services after graduation. The most commonly studied relationship between role modeling and scope of practice in family medicine has been obstetrical care. A survey published in 2007 found that 51% of family medicine program directors and 22% of family medicine department chairs performed deliveries. 8 Residents who trained in programs with family physicians who provided comprehensive obstetrical care, so called "OB role models," were more likely to include obstetrics as part of their practice after graduation. [9] [10] [11] Although the factors that contribute to a resident eventually performing deliveries in practice may be different than those contributing to her or him providing inpatient care or nursing home care, they may be related. After all, residents who see faculty, particularly their department chair, role model a broad scope of practice will be more likely to practice the same way themselves.
Department chairs play a large role in determining department policies regarding the content and structure of family medicine training. As role models and leaders in their field, their opinions matter. Typical qualifications for a department chair include being a strong role model and exhibiting excellence in teaching and all types of professional work. 12 Chairs themselves perceive that they are role models, [13] [14] [15] and many are directly involved in the training of residents. 15 Family medicine faculty act as role models to trainees and influence them in a variety of ways. One study of primary care faculty showed that medical students' 
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Family medicine department chairs believe that role modeling a broad scope of practice increases students' interest in family medicine and encourages residency graduates to provide a wide range of services.
perceptions of their teachers' satisfaction with their practice positively affected the students' desire to become primary care physicians. 16 Wright and Carrese's 17 work on role modeling found that potential role models must meet a certain level of clinical skill and demonstrate good verbal and nonverbal behavior, which are often prerequisites to being a department chair. Evidence that both residents and faculty view chairs as role models comes from a study that asked faculty to identify colleagues who were "clinically excellent" and residents to identify which faculty were role models. 18 The authors found a high concordance between the rankings, with the chair and program directors more frequently named than other faculty: mean of 22 versus 4.5. Further, from the perspective of Bandura's 19 social cognitive theory of learning, within the social context of the department and clinic where learning is gained through observation, chairs, as leaders, influence residents' perceptions of the specialty. Even if a chair has deteriorating clinical skills because of limited clinical time, as a leader and role model, the actual scope of her or his practice still may influence trainees' perceptions about the important and relevant parts of a professional toolbox.
Studies of specialty choice 20, 21 and clinicians as role models 22 show that both positive and negative role modeling of a medical specialty greatly affects students' career decisions, and residents may look to their faculty and chair to model their future scope of practice. Thus, residents are likely to see the clinical activities that chairs do not perform as irrelevant for future success. In addition, role modeling a broad scope of practice may depend on the chair's beliefs and whether she or he personally provides a broad scope of practice. Therefore, the objective of our study was to assess the scope of practice of chairs in family medicine departments and to test for associations between their scope of practice and their stated beliefs about role modeling and training outcomes.
Method
We obtained the e-mail addresses of all family medicine department chairs in the United States from the Association of Departments of Family Medicine. These department chairs were the sampling frame for our survey, which the Council of Academic Family Medicine Educational Research Alliance (CERA) administered on our behalf. The CERA survey methodology has been described previously. 23 Briefly, e-mail invitations to participate were delivered using Survey Monkey. Data collection was anonymous, but survey administrators could determine whether an individual had responded. Two follow-up e-mails to encourage nonrespondents to participate were sent after the initial e-mail invitation. Those who still did not respond were sent personal e-mail invitations to participate. The survey was administered in the fall of 2013 (see Supplemental Digital Appendix 1 at http://links.lww.com/ACADMED/A284 for the complete survey instrument).
We developed the survey content based on a review of the literature on role modeling of specific parts of practice and its association with residency program graduates' practice as well as with the scope of practice of family physicians. The American Board of Family Medicine (ABFM) developed the questions internally and then piloted them with four department chairs for content, clarity, and readability prior to survey administration.
The survey collected personal demographic information, including age, gender, and number of years as a chair. It also collected practice characteristics, including the percentage of time spent in each of the following four areas (totaling 100%): direct patient care, administration, research, and teaching. Responses to the question "I personally provide the following types of care in my practice" indicated if a chair provided a specific service. Respondents could choose from a list that included outpatient/ambulatory care, inpatient/ hospital care, obstetrical deliveries, prenatal care, women's health, newborn care (outpatient or nursery), care of children, adult medicine, geriatrics, nursing home care, home visits, mental health care, office-based procedures, musculoskeletal care, pain management, preoperative care, and postoperative care. Finally, the survey collected department characteristics, including number of full-time faculty in the respondent's department, number of years spent training residents, type of residency affiliated with the department, and community size.
The survey then asked a series of attitudinal and opinion Likert-style questions. Responses were on a five-point scale from strongly disagree to strongly agree and very unimportant to very important.
Next, we obtained a list of all department chairs from the Association of Departments of Family Medicine's Web site, manually matched them to ABFM administrative data, and then determined the mean gender and age of all department chairs. We compared these data with the corresponding data from respondents to assess the generalizability of our sample.
We used descriptive statistics to analyze the demographic data. We constructed a "Scope of Practice Index" by summing the number of services provided (from 0 to 17) by each respondent to compare department chairs' scope of practice. For continuous elements, we calculated the median (years as a chair, number of full-time faculty) or categorized the data by natural break points (direct patient care at 20%). For bivariate analyses, we used t tests, ANOVA, and chi-square tests to compare attitudinal responses with demographic characteristics and Scope of Practice Index scores. We defined agreement with the attitudinal questions by comparing agree/strongly agree responses with all other responses and disagreement by comparing disagree/ strongly disagree responses with all other responses. Likewise, we defined important statements as those to which respondents indicated important or very important and compared those responses with all others. For all analyses, we used SAS Version 9.3 (Cary, North Carolina). The American Academy of Family Physicians institutional review board approved this study as exempt research.
Results
Of the 146 chairs invited, 88 responded, for a response rate of 60.3%. We excluded 3 surveys with incomplete data for a final sample of 85 responses. Respondents were mostly male (65; 77.4%), 51 years of age or older (73; 86.9%), and had been a chair for a mean of 8.2 years (see Table 1 ). Compared with all 146 department chairs, respondents were similar in gender (all chairs: 78.4% male) but were more likely to be younger (all chairs: 54.7% more than 60 years old).
We found substantial variation in how respondents spent their time. They reported spending most of their time in administration (mean = 53.9%), followed by direct patient care (19.7%), teaching (15.8%), and research (10.5%). Some respondents reported not spending any time in one or more of the activities, with the exception of administration. The percentage of time respondents reported spending teaching ranged from 0 to 50 and conducting research from 0 to 40. Eight respondents reported providing no direct patient care. The number of respondents, among those providing direct patient care, who reported providing specific services ranged from a high of 77 (98.7%) for outpatient/ ambulatory care to 13 (16.7%) for obstetrical deliveries. Services provided by fewer than 60% of respondents included obstetrical deliveries (n = 13), nursing home care (n = 17), prenatal care (n = 39), home visits (n = 39), and inpatient/hospital care (n = 40). The mean Scope of Practice Index for those providing direct patient care was 11.9 with a standard deviation of 2.9.
Of respondents, 53 (62.4%) disagreed that the scope of practice of family medicine was too broad for practicing physicians to keep up-to-date in all areas (see Table 2 ). The same number disagreed that maternity care was not relevant to residents' practice after graduation (53; 63.1%). Respondents were largely in agreement that individual faculty should role model the full scope of practice to their learners (56; 65.9%) and that this role modeling would positively influence students to consider a career in family medicine (61; 71.8%) and a broader scope of practice (71; 83.5%).
Fifty (58.8%) respondents agreed that increasing clinical demands were leading family physicians to make more referrals for care, care that they normally would be able to deliver. Further, 53 (62.4%) agreed that employment in large groups or health systems allows patients to access comprehensive care despite individual physicians reducing the scope of their practice. Respondents believed that working with nurse practitioners permits family physicians to maintain a broad scope of practice (47; 55.3%) and that employing nurse practitioners (43; 50.6%) and other staff (63; 74.1%) to provide care is important for family Increasing the length of family medicine residency training will result in graduates with more specific skills with practices tailored to those skills without increasing their overall scope (n = 84) We found no significant variation in scope of practice among respondents by time spent in direct patient care, years as a chair, community size, number of full-time faculty in the department, or age (see Table 3 ). We also found no relationship between respondents' opinions about whether their faculty should have a broad scope of practice and their own scope of practice (see Table 4 ).
We did find that all respondents who provided obstetrical deliveries disagreed that maternity care was irrelevant to practice after graduation and that a higher, but not statistically significant, percentage of respondents who provided maternity care believed that maternity care competency was important to a broad scope of practice (see Table 5 ).
Discussion
Department chairs are key leaders in family medicine training and are in positions of power to actively change the organization of clinical services and educational training, and to influence the future of the specialty. We found that family medicine department chairs believe that faculty role modeling a broad scope of practice is associated with increased student interest in family medicine and a broader scope of practice among residency graduates. Further, they believe that family physicians can maintain a broad scope of practice in the face of health care reform and health system changes, including increasing use of electronic health records, increasing use of other providers to deliver care, and increasing physician employment in large groups or health systems.
A majority of respondents reported spending 20% or less of their time in direct patient care, which traditionally corresponds to one day a week of clinical time. Despite limited time in direct patient care and high administrative demands, most department chairs role modeled a broad scope of practice. Faculty and learners may adopt the values of the chair on the basis of what services she or he does, and does not, provide. Thus, the chair maintaining a broad scope of practice, despite limited clinical time and the possibility of deteriorating clinical skills, signals to others that she or he values comprehensive care and that such a scope of practice should be the norm. Respondents' practice habits also supported this notion-more than 70% provided core family medicine services such as women's health, geriatrics, adult medicine, office-based procedures, and musculoskeletal care. In addition, few of the services we studied were provided by fewer than half of the respondents.
Physician practices increasingly are joining health care systems or being purchased by hospitals, the result of which is that physicians have become employees instead of owners. 24 This type of change may result in family physicians decreasing their scope of practice. For example, if a health care system has a large group of pediatricians, children may seek care there instead of seeing a family physician. Although half of respondents believed that such employment leads to a restricted scope of practice, nearly a third did not. In addition, only a quarter believed that self-employment was important for maintaining a broad scope of practice. Whereas chairs were concerned about changes to individual physicians' scope of practice when the physicians become employees, the majority felt that group practice, particularly with other health care providers, may offer patients access to a broad scope of care.
Physicians increasingly are working with other health care providers to deliver team-based care. 25 In 2011, 60% of family physicians reported working with a nurse practitioner, physician assistant, or nurse midwife. 26 Such team-based care is a key component of new primary care delivery models, such as the patient-centered medical home. Department chairs may influence graduating residents' beliefs about scope of practice by leading the transformation of their departments' clinical services to these new models of care. If residents are trained in a new care model where they, and their faculty, co-manage patients with other providers, they may be more likely to seek out similar practice arrangements after graduation. Such practice arrangements may actually expand physicians' scope of practice, as a majority of our respondents indicated, by enabling physicians to deliver more complex and procedurebased care that they might not have had the time to do otherwise.
Partly because of concerns about the time needed to learn the breadth and ever-increasing complexity of family medicine, many have called to lengthen residency training in family medicine. 27, 28 An Accreditation Council for Graduate Medical Education-sponsored study is currently exploring whether extending training from three to four years will lead to better-prepared graduates who provide a wider range of services. 29 Respondents believed that lengthening residency training would produce graduates with focused practices rather than those who practice a broader scope of care. They disagreed, however, on the ultimate outcome of this change, believing that it may enable family physicians to provide niche services but may not result in practices that provide a broad scope of care overall.
Next, we did not find many relationships between department chairs' scope of practice and their personal characteristics or opinions. Possible reasons for this finding include a broad scope of practice among respondents, which obscured our ability to differentiate on the basis of our index measure, or survey items without sufficient discrimination to detect differences of opinion. Alternately, chairs' beliefs could be subject to forces outside the scope of this survey, such as institutional culture, which were not measured here. Another explanation is that department chairs truly are role modeling and/or value role modeling a broad scope of practice and thus believe that other faculty with more clinical time should have the same broad scope of practice as well. The strongest association we did find was between providing obstetrical deliveries and the belief that learning maternity care is important to providing a wide range of services after graduation.
Future research should assess the scope of practice of department chairs and of faculty simultaneously and should link the scope of practice of graduates to their residency program, which would enable a rich analysis of the effects of role modeling on actual practice. Qualitative work on why physicians chose to provide certain clinical services would illuminate which factors are associated with a broad scope of practice and which are associated with a narrow scope of practice.
Limitations
Our study is subject to multiple limitations. First, all responses were selfreported and may be subject to recall bias. A possible confounder of our findings is how meaningfully engaged a physician must be in providing a service to declare Table 5 Opinions that she or he actually provides that service. For example, a department chair may provide 1 home visit or 50 per year and still respond that she or he provides that service. Endorsing such clinical activities that are performed infrequently may mask any associations between scope of practice and our outcomes. Second, although we had a high response rate for a physician survey, our findings may not be representative of all family medicine department chairs because our sample was slightly biased to younger chairs.
Conclusions
Family medicine department chairs are role modeling a broad scope of practice and believe that doing so is important for attracting students to family medicine and for ensuring that residents feel empowered to provide the same wide range of services after graduation. To achieve the triple aim of higher-quality care, improved health, and lower costs, 30 health care reform is increasing the demand for primary care services. Leaders in academic family medicine appear to promote the broad scope of practice required to achieve that goal. 
